left in situ until 9 p.m., when it was abandoned. The same evening the patient could swallow and could read his newspaper. Five days later he went for a walk; within the week he was at a cricket match at Lord's; twelve days after his operation he looked on at another laryngo-fissure in the same home; the neck wound closed ten days after the operation; he left the home within the fortnight.
Dr. C. Fletcher reported the growth to be a typical squamous-celled carcinoma, penetrating the submucous tissue to the level of the small muscles. The excision appeared complete in all directions.
This patient kindly showed himself to the Section on May 4, 1923. It is now five and a half years since his operation and he is in good health, able to carry on a large practice. I have not inspected him for three and a half years, but he wrote to me two years ago that he played golf, and was "very fit but not noisy!" D-L 1 2 Thomson: Laryngo-fissure for Intrinsic Carcinoma of the Larynx Case II (Case card 59).-A medical man, aged 52, had been hoarse for two months when he was sent to me by Dr. N. E. Kerr, of Sheffield, on April 4, 1923. The right cord presented a characteristic, cupped, grey, infiltration of the anterior half, while the rest of the cord, backwsrds to the vocal process, showed a red, beefy, At 4 p.m. I was sent for on account of hmorrhage. Large ha3matoma under the stitches, outside trachea and larynx. It was found that the tube had slipped out of the windpipe. (The tube had evidently been left too short, as often happens when the patient's head and neck are no longer extended in the tracheotomy position and the trachea sinks deeper in the neck when he is returned to bed in the sitting position, with head flexed. Hence the value of a " Jumbo " tracheotomy tube.) The cannula was replaced, with packing to check venous bleeding. This gave no more trouble. The patient was out of bed next day and he returned home twelve days after his operation.
Pathologist's Report.-" Squamous-celled carcinoma, with a generous margin of uninvaded tissue in all directions." Three years have passed. The patient smokes two to three pipes a day. His health is excellent. I have not examined him since two years ago, when he reported that his voice was strong, though rough, and that he often saw thirty patients a day.
Case IV (Case card No. 66).-A medical man, aged 62, had been husky for ten months before he consulted Dr. Gavin Young (Glasgow) for a growth at the junction of the anterior and middle thirds of the right cord. A portion was at once removed by Dr. Young, by the indirect method, and the report on it was: " Although there is no evidence of marked infiltration in what is available for examination, the papilloma is to be regarded as showing changes which are definitely epitheliomatous in character." I found the cord, with the exception of each extremity, occupied by a whitish, moist, irregular, apparently superficial papilloma-like infiltration. The cord moved freely.
July 10, 1925.-Usual laryngo-fissure. Thyroid ala removed. Anesthetist (Hugh Phillips) reported: " Operation commenced 9.40; trachea opened 10.2; growth removed 10.34; operation completed 10.52. Chloroform 3 drachms, ether 4 oz., oxygen 40 gallons."
Tracheotomy tube was left in situt for eight hours. Patient up next day and out for a walk on third day. He was inspected by Messrs. Birkett (Montreal), Robertson Section of Laryngology 3 (Brisbane), Mackenzie (Iniverness) and Garderes (Pau). The neck wound closed within the week, and he returned to Scotland on the eleventh day after the operation.
Dr. H. A. Osborn cut the usual three sections through the anterior, central, and posterior positions of the removed mass and reported: "The classical features of a squamous-celled carcinoma, extending through the corium to the muscle layer, but with a fair margin of uninvaded tissue in all directions."
Dr. Gavin Young reported (summer 1927) " condition perfect, voice quite good, carries on an active practice."
It is two years and four months since the operation.
REMARKS.
Attention imiay be called to the following points:
Clinical Features.-The lesion was limited in all cases to the cord, and did not invade the subglottic area or the anterior commissure. The anterior half of the cord was invaded in all cases, in some entirely and in all chiefly. No impairment of -mobility.
Diagqnosis.-Apart from naked-eye appearances and general considerations, the diagnosis was confirmed by the exclusion of tuberculosis and syphilis, anid the results of voice rest and observation-two months in two cases.
Biopsy.-Carried out in one case.
Operation.-This occupied fifty to sixty minutes; but as much as fifty-two minutes (Case 1) have been occupied in arresting haemorrhage before the patient was -removed from the table.
Thyroid ala.-Removed in all cases, allowing a free approach, more perfect excision, and better control of bleeding. Quicker healing: no stenosis. A further justification is the pathologist's demonstration that the growth, even in the limited and favourable cases, extends deeply into the muscular tissue.
Tracheotomy.-Performed in all cases, thus securing complete protection against -descent of blood, mucus and septic material into the bronchi and facilitating a light, smooth and satisfactory aneesthesia. Tracheotomy tutbe.-In one case removed at the termination of the operation in the others left in place till the same evening (i.e., seven to eight hours).
Bleeding.-Guarded against by careful pre-operative precautionsabstinence from alcohol and tobacco; careful diet; forty-eight hours rest in bed beforehand; smooth anaesthesia and intratracheal and intralaryngeal injection of cocaine. Results.-Rapid recovery. Good general health, generally improved by increased attention to rules of hygiene and avoidance of fatigue and vitiated air. A voice generally as good as before operation and sufficient to carry on satisfactorily the duties of medical practice. Lasting cure.
I agree with Mr. Colledge's statement in his Semon lecture that the cases suitable for laryngo-fissure are those with a growth limited to a mobile cord and with no subglottic infiltration. When the cord is fixed or the case is subglottic it is on the borderline, but even then (as I have shown) susceptible of lasting cure by a laryngo-fissure.
[Sir StOlair Thomson showed slides illustrating the cases.] Whether one should give the patient the benefit of laryngo-fissure, and be prepared to do a laryngectomy if found necessary, or whether one should at once proceed to a largyngectomy, is a question. If the growth has crossed the anterior commissure or invaded the arytaenoid, tlien laryngectomy is the only safe course.
[Mr. LIONEL COLLEDGE then showed a case of laryngectomy, and a case in which lateral pharyngotomy had been performed to remove an epithelioma of the epiglottis.]
Discits8ion.-Dr. P. WATSON-WILLIAIs said that it was unique in the history of the Section for one member to produce four colleagues on whom he had successfully operated. It was noteworthy that Sir StClair stressed the desirability of going not only up to the anterior commissure of the involved vocal cord, but even beyond it. In a case referred to by Sir StClair with which he (the speaker) was associated, the patient, a chronic alcoholic, had appeared to be a poor subject for operation, and though there had been no recurrence of the nalignant disease, it was not surprising that he subsequently succumbed to some other condition. He agreed that cases of subglottic growth presented great difficulty, when it, the growth, was found to extend downwards considerably. It was not easy to determine whether one ought to do a simple laryngo-fissure, or proceed to laryngectomy, or at least hemi-laryngectomy. What was Sir StClair Thomnson's opinion of hemilaryngectomny when it appeared probable that this might suffice so as to avoid the necessity of the more severe complete operation? When was it too risky to do only a laryngo-fissure, involving removal of one thyroid ala ? and was the ultimate condition of the patient more satisfactory than in cases where complete laryngectomy had been performed ? Dr. Russ WOOD asked whether Sir StClair Thomson had had experiences of cases in, which there had been no local recurrence of the disease, but in which the patients had died four or five years afterwards from imialignant disease in other parts of the body. He (the speaker) had had two such cases, the disease in other parts becoming manifest five years and four years respectively after the throat trouble. No post-miiortem examination had been made in either case.
Mr. HERBERT TILLEY said that in onie of his owni cases in wlich ordinary laryngo-fissure was performed for a localized growth on a vocal cord, a small nodule had appeared in the scar of the skin incision fifteen years afterwards. That was freely removed, but a further nodule had appeared some five months later, and eventually the skin of the whole front of the neck became infiltrated by epithelioma and the patient died. In another case in which he had operated many years ago the patient had carried on his profession as a solicitor for 19 years afterwards. Then he had increasing stridor and it was found that the growth had recurred in the larynx. At the same time he was suffering from a malignant growth in the prostate. These cases illustrated the long periods before local recurrence takes place, and seerned to lend support to the dictum of one of his old teachers, viz., " once cancer, always cancer."
Mr. J. F. O'MALLEY asked what were Sir StClair's reasonis for deciding, in his later cases, to remove the ala of the thyroid.
Mr. LIONEL COLLEDGE (replying, at Sir 'StClair Thomson's request, to the questions concerning hemilaryngectorny) said he did not think much could be advanced in favour of formal hemilaryngectomy, because if half the larynx was removed, a skin flap must be turned in to replace the epithelial lining on that side; then the remaining half tilted over, the skin flap collapsed against the opposite side, and his experience had been that the flunction of the half of the larynx left was very poor. The patients wore a tracheotomy tube, and though they had a stronger voice they were really in little better position than if they had had a coinplete removal of the larynx. If following laryngo-fissure any further operation short of total laryngectomy was required, it would not be a formal procedure, but a partial excision, such as taking off the whole front of the larynx completely. As soon as the ring of the cricoid was damaged there was so miuch stenosis that he did not think hemilaryngectomy was satisfactory.
Sir STCLAIR THOMSON (in reply) said that in two of his cases of laryngo-fissure there had been recurrence, and he had handed them over to Mr. Wilfred Trotter, who had performed hemilaryngectomy, turning in a skin flap. Both the patients had been obliged to wear a tracheototmy tube permanently, but they had retained a voice. One of these patients was a working girl, and she was able to continue her occupation. Laryngo-fissure was a much more frequently fatal operation than complete laryngectomy, but there was a great social advantage in saving, even with tracheotomy, an audible voice.
He also had had cases of recurrence of malignant laryngeal disease in other parts of the body. In one case after a seven years' freedom there was recurrence on the opposite cord. He performed another laryngo-fissure, and the patient was now free, although the second operation was carried out three and a half years ago. In two cases there had been recurrence in the glands. One patient was alive eight years after operation on the glands. In one case there was no local recurrence, but malignant disease appeared in the mediastinum four years after.
With regard to the question of the removal of the ala, the reason advanced for keeping it was that cartilage formed a better barrier in case of recurrence. In his own view, however, the barrier lay rather in the perichondrium, and when he removed the ala he secured a better view, better control of hsemorrhage, less tendency to subsequent stenosis, and quicker healing. If bare cartilage was left, it was not covered by granulations until months later, whereas after removal of the cartilage, the vascular surface left was quicker in healing.
He was strongly convinced of the advantage of keeping the trachcotomy tube in for the first seven hours, or the first day; the procedure made for safety.
Mr. H. S. BARWELL (President) said that both Mr. Colledge's cases showed good results. In the first case there was very useful articulation. 0 Dr. W. SYME asked whether Mr. Colledge had experience of sub-hyoid pharyngotomy in cases of malignant disease of the epiglottis. It seemed an easy method of dealing with this condition in suitable subjects.
Mr. COLLEDGE (in reply) said that he showed these two cases as a sort of appendage to Sir StClair Thomson's series. In answer to Dr. Syme, the very large tumour growing from the edge of the epiglottis-a picture of which he had shown at the lecture on the previous day-was removed by sub-hyoid pharyngotomy, but not intentionally, because the operation was begun with the idea of removing the larynx. When the entrance to the larynx was exposed, it was found that the tumour only grew from the epiglottis, and laryngectomy was not required. He would not perform that operation intentionally; there was better exposure obtained by going through the side and deliberately cutting one superior laryngeal. In that case both superior laryngeals were cut, and he (Mr. Colledge) did not see how one could perform sub-hyoid pharyngotomy with free exposure without cutting them so. That patient had trouble in swallowing afterwards, though his death six months later was following appendicitis, without any sign of recurrence. The functional result in the patient exhibited was excellent.
Case of Achalasia of the Cardia after Treatment by Hurst's Mercury Tubes.
By HERBERT TILLEY, F.R.C.S.
A. B., AGED 58, male. Occupation, tinsmith.
History.-The patient was admitted for " difficulty in keeping food down and vomiting" for eighteen months; the first symptom had increased during the four months before admission, but the vomiting varied in frequency, and sometimes the ejected food was unchanged, at other times its constituents were unrecognizable. Since 1915 the patient had had an uncomfortable feeling in the gullet and a sensation as of a lump in the throat. For eighteen months he had been losing weight and getting very weak.
